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multinational study found that ill individuals from the developing nations of Nigeria, India, and Colombia have fewer symptoms and better functioning between episodes than ill individuals from more industrialized countries such as Denmark, the United Kingdom, and the United States. Two-and 5-year follow-up studies reaffirmed the IPSS's original findings (Leff, Sartorius, Jablensky, Korten, & Ernberg, 1992) .
Evidence of a better course and history of schizophrenia in developing societies has led researchers to hypothesize that "cultural fac-tors" may impact the manifestation and outcome of psychotic disorders. Few investigators, however, have set out to examine the specific sociocultural characteristics that may cause differences in form, intensity, and duration of major psychiatric illnesses among countries of different developing statuses (K. Lin & Kleinman, 1988) .
In this article it is proposed that a society's beliefs about schizophrenia influence its reactions toward mentally ill individuals; society's response, in turn, is believed to be a critical factor in accounting for differences in illness prognosis. Specifically, attributions regarding the cause, and controllability of psychotic illness are hypothesized to be of central importance in determining how members will respond to those who are mentally ill. In addition, a society's value systems and customs, including religion and kinship structure are believed to guide and shape conceptualizations of mental illness, and in some developing countries may lead to practices that minimize stress, social stigma, and self-devaluation.
This article begins with a general review of a theoretical model linking attributions of control to emotional responses. Evidence is then presented for applying an attributional-affect model to the study of expressed emotion (EE), a construct found to be a reliable and valid predictor of schizophrenic prognosis. A discussion of sociocultural factors proposed to account for cross-cultural prognostic variability for schizophrenia follows. The article concludes with a summarization of the strengths and weaknesses of the existing research, followed by a discussion of clinical and research implications.
An Attributional (Controllability) Model of Emotions
Research suggests that perceptions of one's ability to control the cause or outcome of an event are related to the emotional reactions that follow (Fiske & Taylor, 1984) . Weiner (1986) offered a model that calls specific attention to linkages between controllability attributions and affective consequences. Specifically, Weiner proposed that when presented with an unpleasant event or behavior of another person, individuals will evaluate that person's ability to have controlled or prevented the occurrence. According to the theory, when controllable factors are implicated, people are likely to respond to the person with negative emotions such as anger and dislike, and in turn, antisocial responses. Correspondingly, when the same event or behavior is perceived as outside the perpetrator's personal control, people are expected to respond with positive emotions such as sympathy, pity, and prosocial behavior. Some evidence for applying an attribution-affect model to the study of psychopathology comes from research on a construct known as expressed emotion. EE is a measure of attitudes of a close relative toward a mentally ill family member. Specifically, the construct assesses critical and hostile comments and evidence of emotional overinvolvement (e.g., exaggerated affect, overly self-sacrificing behavior; Jenkins & Karno, 1992) . Studies conducted over the past few decades consistently indicate that individuals with schizophrenia who return from the hospital to live with relatives who talk about them in a critical, hostile, or emotionally overinvolved way (high-EE) during a semistructured interview suffer elevated relapse rates in comparison with individuals whose relatives do not express these negative attitudes (low-EE; for a review, see Kavanagh, 1992) . Some data suggest that the association between high relapse rates for mentally ill individuals from families with emotionally overinvolved relatives, characterized as expressing overprotective attitudes and excessive concern, may be a function of these individuals having poorer premorbid histories and more severe symptomatology (Miklowitz, Goldstein, & Falloon, 1983) . The same does not hold true for ill individuals from the other two subtypes of high-EE. Researchers consistently fail to find differences in severity of residual symptoms and/or level of premorbid functioning between ill individuals from low-EE families and those from high-EE families, defined by highly critical or hostile attitudes (Kavanagh, 1992) .
A few investigators have alluded to the role of families' attributions or explanations of their relative's disorder in order to help understand the psychological processes that underlie certain relatives' high-EE critical and hostile attitudes. Hooley (1987) speculated that high levels of EE in relatives may be interpreted within an illness framework. High-EE attitudes (based on critical comments) are hypothesized to develop when relatives perceive that the symptoms are not the result of a legitimate illness and are, at least to some degree, controllable by the ill individual. High-EE relatives will thus be inclined to nag and criticize the ill family member in an attempt to modify undesirable behavior. Hooley speculated that ill family members who are criticized often may be subjected to higher levels of stress, hence increasing the probability of relapse. Hooley (1987) hypothesized that low-EE relatives also make attributions about the disorder in a way consistent with a medical model. Low-EE relatives are hypothesized not to hold mentally ill individuals responsible for their bizarre behavior because it is perceived as the inevitable side effect of a genuine illness. These relatives are thus thought to respond to the schizophrenic symptomatology with patience and understanding. More positive reactions by relatives would reasonably be associated with a more stable and "mentally healthy" environment, corresponding with less stress.
Some qualitative data offer indirect support for Hooley's (1987) theory. Leff and Vaughn (1985) , for example, noted differing attitudes toward the legitimacy of the illness, and differing expectations for the ill individual's functioning between low-EE and high-EE relatives. The authors observed that low-EE relatives tended to attribute the cause of abnormal behavior to a genuine illness, coupled by respect for the afflicted family member's feelings and perceptions when ill. In contrast, the authors observed that high-EE relatives frequently questioned or denied that the family member was genuinely ill. These relatives were generally intolerant of complaints of illness and repeatedly engaged in confrontations with the ill family member. Jenkins, Karno, de la Selva, and Santana (1986) reported observing similar differences in attributions toward illness between high-EE and low-EE relatives in a sample of Mexican Americans.
A few recent studies offer more direct support for the view that attributions of control are related to EE. Three sets of researchers (Barrowclough, Johnston, & Tarrier, 1994; Brewin, MacCarthy, Duda, & Vaughn, 1991; Weisman, L6pez, Karno, & Jenkins, 1993) found that low-EE relatives made less controllable and less personal (rather than universal) attributions for their ill family member's behavior than did high-EE relatives (designated by high levels of criticism). In addition, Weisman et al. found that attributions held by relatives were related to their affective reactions. Specifically, relatives who perceived the ill family member as having control over the symptoms of schizophrenia tended to express greater negative emotions such as anger and annoyance toward the individual than did relatives who viewed the symptoms as beyond the individual's personal control.
The preceding observations support the view that attributions play an important role in the development of high-EE attitudes. In addition, the Weisman et al. (1993) findings conducted with a Mexican American sample, together with the findings of Brewin et al. (1991) and Barrowclough et al. (1994) conducted with British samples, suggest that the attributional model may have cross-cultural relevance in understanding the EE construct.
EE, however, is inherently sociocultural and qualitative in nature. The construct indexes a wide array of behaviors, emotions, and attitudes that are part of an individual's cultural repertoire, developed through processes of socialization (Jenkins & Karno, 1992; Jenkins et al., 1986) . Not surprisingly, some variability has been found in the profiles of EE families across cultural groups. Jenkins et al. (1986) have observed marked differences in percentages of high-EE families between Mexican American and AngloAmerican key relatives for a matched sample. For Mexican American key relatives, the majority (69%) were rated as low-EE. For AngloAmericans, on the other hand, the majority were rated as high-EE, with only 33.8% falling in the low-EE category. The differences in percentages of high-EE families between Mexican Americans and Anglo-Americans seems to parallel qualitative data regarding the attributions that the two groups make for their ill family member's disorder (Jenkins et al., 1986) . On the whole, Mexican Americans were noted as much more likely to view the problem as one of illness than were Anglo-Americans, irrespective of EE status. Jenkins et al. also reported qualitative differences in the emotional reactions to the disorder between these two groups. For Mexican Americans, the most commonly conveyed emotional reactions toward the illness were feelings of sadness, sorrow, and pity. Although Anglo-Americans also reported feelings of sadness (especially those low in EE), they occurred less frequently than other more negative emotions such as anger and annoyance.
Culture and Mental Illness
The observations byJenkins et al. (1986) and other cross-cultural researchers (e.g., Waxler, 1979) suggest that there are differences in perceptions of an individual's control over schizophrenia across cultures. However, previous investigations have generally neglected to examine why different cultural groups come to different conclusions regarding the causes of mental illness and individuals' abilities to exert control over the associated symptoms. Identifying specific sociocultural values and beliefs that shape cultural views of psychopathology may help elucidate important factors underlying the more favorable emotions expressed toward mentally ill individuals in developing societies.
It is generally assumed that most beliefs and attitudes are acquired through our culture and reflect experiences with our proximal environment. Not surprisingly, an individual's beliefs about the world also affect what inferences are made about the behaviors of others (Read & Miller, 1989) . In this section it is proposed that sociocultural variations in religion, spiritual beliefs, and kinship structures shape a society's view of psychopathology and its members' emotional reactions toward their mentally ill members.
Religion and the Supernatural
For many ethnic groups religion and spiritualism offer a culturally sanctioned explanatory model for understanding illness, and for influencing attitudes and feelings toward individuals suffering from mental disorders (Bach-y-Rita, 1982; Rogler, 1989) . Among the predominately Catholic Latino societies, for example, the will of God is frequently invoked as the cause of events, including mental illness and suffering (Bach-y-Rita, 1982; Lefley & Pederson, 1986) . Many Latinos also integrate elements of native religions with Christianity. This process is termed syncretism (Gualtieri, 1984, p. 93) . Thus, rather than referring to psychiatrists or psychologists when first presented with mental illness, some Latinos may consult indigenous healers instead of, or in addition to, Catholic clergy (Creson, cited in Ruiz, 1982; Wintrob, 1977) although Edgerton, Karno, and Fernandez (1970) and Padilla, Carlos, and Keefe (1976) cautioned that the numbers of Latinos who utilize traditional healers may be overestimated.
A mention of curanderos (Mexican folk doctors) and espiritistas (spiritual healers) and their specific treatments is relevant to this discussion, because it is thought to be a reflection of core Latino values including beliefs about mental illness and their causes. Religion is the central focus of folk healers (Kiev, 1968) : Afflicted individuals are taught to view illness and suffering in a holistic fashion, including spiritual, physical, emotional, and social factors (G. Canino & I. Canino, 1982; Comas-Diaz, 1992; Ho, 1987) .
One philosophical orientation that is reportedly common among Latino groups and encouraged by folk healers is fatalism (Sandoval & de la Roza, 1986) . The fatalistic stance presupposes the existence of supernatural and external forces that unpredictably interfere in human affairs. Whereas Catholicism, fatalism, and folk teachings seem to encourage resignation and passivity, and may discourage efforts to change the world, they also provide a sense of security, acceptance, and comfort for the patient and his or her loved ones. It has been suggested that one function of folk healing is to prevent the labeling of the participant as crazy, because the spiritualist session has created a permissive group setting wherein all abnormal behavior is given meaning and is made acceptable (Gomez, 1982) . When a hallucination or other unusual behavior can be linked to religious beliefs and the supernatural, it may minimize its impact on the family because it is viewed as a more normal and noble expression of distress (Torrey, 1970) .
Folk healers and Catholic clergy, in general, encourage Latinos to believe that another's suffering is symbolically their own. In addition, the acceptance of things one cannot control, espoused by fatalism, psychologically and culturally prepares people for life's uncertainties (Kiev, 1968) . This belief system supports the perception that there is no protection against adversity and that anything that happens to others can also happen to oneself. It would seem that this external locus of control perspective might impress Latinos with the need to be more compassionate, understanding, and tolerant of other people's failures, such as mental illness. This orientation may be one of the factors accounting for the low levels of anger and hostility elicited by Mexican American families when presented with schizophrenic relatives (Jenkins et al., 1986) .
Observations of Samoan folk knowledge of mental disorder as described by Clement (1982) parallel many of the Latino folk beliefs discussed here. Using traditional ethnographic approaches, Clement found that Samoan representations of mental disorders are heavily influenced by the belief that mental conditions are due to spirit possession. The traditional view is that a spirit may take possession of a person's body and cause them to behave strangely. Clement suggests several latent functions of the Samoan system for responding to mental illness. The victim generally is not held responsible for disturbed behavior and thus can vent emotions and anger by acting out occasionally, with only benign punishment such as apologizing to a deceased ancestor. This may serve as a safety valve for the individual and his or her family. Once the individual "regains control" and is restored to health, he or she can resume a normal position and social role. In line with the ideas put forth here, Walters (1977) suggested that Samoan conceptualizations of, and reactions toward, mental illness likely account for the discrepancy between the expected rate of mental illness in the country based on population, and the comparatively low rate of actual cases of mental illness diagnosed in Samoa.
Research conducted in Bali (Connor, 1982) suggests that Balinese views of madness also center around supernatural forces. As in Samoa, belief that madness is due to an ancestral or divine curse is commonplace in Bali. When this occurs, the precipitating factors are usually attributed to the neglect of an important ritual by the family or mistakes in a ritual already completed. Hence the blame is typically diffused or diverted. Connor also reported that with Balinese folk healers, individuals seemed to recover quickly, after only a short course of traditional treatment. Unlike established Western psychiatric and psychological techniques, there the diagnosis orients directly to a culturally construed cause of the disorder. The therapy is also relevant and sensitive to Balinese values and be-liefs. For example, the healing rituals in Bali are preformed under the guidance of a trusted folk healer and include the family (the most central and important unit in Balinese culture) in all stages of the preparation and performance.
Like Latino, Indonesian, and South Pacific societies, in Vietnamese and Chinese thought there is also a strong belief that all extents have a place within a supernatural logic, and any unexplained affliction like psychosis is attributed to uncontrollable, supernatural causes. In some traditional Asian families, behaviors that would likely be considered psychotic in some Western cultures such as talking to deceased relatives and believing that their spirits guide one's behavior is not only condoned, but may even be considered respectful of past generations (Yee & Hennessy, 1982) .
Beliefs about supernatural forces have important implications for the attribution of responsibility and punishment. In Samoa, for example, delirious behavior that is seen as the result of possession by an angry ancestral spirit is treated by spirit healers, and the ill individual is exempt from blame. On the other hand, if possession is doubted, the afflicted person is regarded as responsible and may even be beaten as a result (Clement, 1982) . Similarly, erratic behavior by a child from Bali may be tolerated if it is perceived as the manifestation of personality traits of an ancestor reincarnated in the child (Connor, 1982) , otherwise the child would be severely castigated. Waxler (1984) purported that because beliefs about mental illness center on supernatural causation in many developing societies, the person is not held responsible for his or her illness. Hence, the "self' remains unchanged and the person is able to shed the sick role quickly and easily. In contrast, where psychiatric illnesses are believed to involve personality change and personal responsibility, individuals receive many messages that something is seriously wrong; consequently, their perception and behavior may conform to those messages and the corresponding illness may have a long duration.
The Role of Family and Community in Illness Prognosis
In an analog study using vignettes of an individual described to meet the DSM-IVcriteria for schizophrenia, Weisman and L6pez (1996) recently found that family cohesion was correlated with emotions toward schizophrenia. In that study, research participants who perceived their own families as cohesive and supportive expressed more intense positive feelings and less intense negative feelings toward a hypothetical family member with schizophrenia. One explanation for this finding may be that individuals with strong familistic identities perceive a family member with schizophrenia as less responsible for his or her condition in order to preserve the solidarity of the family. In line with an attribution-affect model, this view might lead to low-key supportive environments in familistic societies, as well as other behaviors that might aid in the recovery process. Families who view the cause of their relative's illness in a more benign and less blameworthy fashion may be more willing to help him or her in an instrumental sense. In addition to offering more affective support, these family members may also be more amenable to providing the relative with financial assistance, advice, or help with activities of daily living.
There is general agreement in the literature on Mexicans and Mexican Americans of a strong basic value orientation toward integration, intimacy, and enduring relationships within the family unit (Edgerton & Karno, 1971) . Escobar and Randolph (1982) reported that in the Mexican American culture there is often an unwillingness to abandon a relative, even in the most disruptive or severe cases. Jenkins (1981) has observed that Mexican American families will go to great lengths to interpret even schizophrenic behavior in a positive or impartial light. In one instance,Jenkins reported an incident in which a Mexican American mother was relieved that her son was happy again-after seeing him laughing and talking alone. Another example is the use of the term nervios (nerves) to explain illness behavior. According toJenkins (1988a , 1988b , this euphemistic label protects the ill family member from the stigma of mental illness, and facilitates maintaining him or her at home.
Several investigators have also reported that, in the Latino community, there is a strong pressure to solve most problems within a family context (Jaco, 1959; Madsen, 1964) . Edgerton and Karno (1971) found that Mexican Americans believe that remaining with the family would be most likely to lead to recovery, whereas Anglo-Americans generally reported seeing no benefit to having a mentally ill person remain with the family. The fact that Mexican Americans are underrepresented as psychiatric patients proportional to their numbers in the United States (Padilla, Ruiz, & Alvarez, 1975; Pokorney & Overall, 1979) appears to add support to this hypothesis. Given this distinctive population's burdens of migration, prejudice, and poverty, speculations about the structural and functional aspects of Latino social networks appear to be in order. The family's supportive atmosphere likely exerts a protective influence against psychopathology.
G. Canino and I. Canino (1982) noted that among some Latinos illness is perceived as a family affair and thus requires a family intervention for its cure. Kiev (1968) observed that Mexican American family and friends actively participate in the treatment of ill family members. Sickness is said to be taken very seriously and the sick are offered support and excused from their usual social responsibilities and from their obligations to adhere strictly to norms. The supportive treatment individuals receive, the reduction of responsibly, and the family's help in decision making when ill, may all play a role in the favorable course observed for Mexican Americans with schizophrenia.
Like many Latinos, the tradition of most Asian and Pacific cultures also places great emphasis on the family (rather than the individual) as the central unit. Japanese families are also believed to have a strong moral code to care for their ill. Munakata (1989) reported that even when alternatives are readily available,Japanese rarely leave their mentally ill to the care of psychiatric hospitals. Chinese American families also tend to put off psychiatric treatment and hospitalization. T. Lin and M. Lin (1978) found that, relative to Caucasians, Chinese American families were much more likely to resort to intrafamilial coping. S. Sue and Morishima (1982) suggested that one reason for the favorable mental health generally reported for Asians is that family ties enable the individual to share problems, to have affective needs satisfied, and to have a sense of belongingness and community.
In Far Eastern societies the pressure requiring Asian families to look after their sick (including the mentally ill), sometimes extends beyond the social arena (Munakata, 1989 ). UnderJapan's Mental Health Acts, for example, guardians (usually families) are required to have their sick members receive treatment, to supervise them so that they will not injure themselves, and to help manage their assets. Professionals also frequently attempt to ease the family's emotional burden of caring for an ill loved one by purposely disguising certain severe or stigmatizing disorders. In Japan, for instance, psychotic disorders are often disguised as neurasthenia by physicians. This term is similar to the Mexican American concept of nervios. Like nervios, neurasthenia is considered to be a "legitimate" and curable illness of the nervous system; hence, neurasthenia labels reduce family culpability and allow ill individuals to adapt to the normal sick role without the stigma of mental illness.
Waxier (1984) reported that in Sri Lanka and Mauritius (countries demonstrating a comparatively mild course for schizophrenia), mental illness is also associated with a relative lack of stigma, close family involvement, and reasonable expectations of re-sponsibility in the community for the afflicted person. Lefley (1987) and Waxler both contended that developing countries offer greater availability of meaningful roles in the family and community, as well as unburdened love. Less technologically advanced societies can provide occupational choices and roles for the ill individual that can be adapted to realistic expectations of performance, and that do not necessarily insult former levels of aspiration. For the most part, there are no artificially createdjobs in agrarian societies, as in many Western vocational rehabilitation projects, which the individual may recognize as below his or her competence level. In developing societies the ill individual is generally able to return quickly to village life and to relatively normative occupational roles, with flexible demands geared toward his or her level of capacity. Lefley (1987) further maintained that this circular reinforcement pattern strengthens the coping resources of both the individual and the family. Offering realistic, low-expectancy but normative occupational roles likely gives the individual a niche in the community, enhancing his or her selfesteem, and reducing dependency on the nuclear family. Freed from the nagging burdens of support and attention, the family may be better able to respond with unhampered caring.
Returning to the discussion of expressed emotion, the finding of a lower prevalence of high levels of criticism and hostility among families of both developing countries and traditional ethnic groups in the United States, lends additional support to the hypothesis that intrafamilial behaviors may account for different schizophrenic outcomes in different cultures. Leff (1981) proposed that the extended family structures common in developing countries may serve to dilute the deleterious effects of high-EE. Specifically, he argued that in developing countries with large extended networks, individuals are less likely to be alone with any one particular person in the family; thus, the deleterious effect of a critical or hostile relative may be attenuated by more supportive interactions with other family members.
In line with Leff (1981) , Lefley (1987) suggested that extended kinship networks characteristic of developing countries provide a qualitatively larger support system to the ill individual and family. This, Lefley believed, assists in both physical and psychological survival. By sharing the burden of caretaking, attention giving, and housing, the family is better able to sustain low-EE, genuine concern, and greater tolerance of aberrant behavior. In contrast, the typical industrialized family in the United States is typically nuclear. Given this arrangement, Lefley maintained, it is almost impossible to care for physically or psychologically disabled family members at home. With two adults at most to take roles of major responsibility in the home, there seems to be little margin for "shock absorption."
There is also much support for the notion that friends and family network systems have a preventative or curative role in the community. For example, El Islam (1979) reported that ill individuals living with their extended families (as is customary in many traditional societies) fare better on follow-up than those residing with nuclear families. In addition, results from a 2-year follow-up of individuals included in the IPSS indicate that social isolation, and widowed, divorced, or separated marital status are associated with a poor schizophrenic outcome (Sartorius, Jablensky, & Shapiro, 1978) . In developing societies the divorce rate is generally lower than in industrial countries, and extended kin networks are much more frequent.
Together these findings suggest that family/community prognostic differences for schizophrenia among individuals from countries of different developing statuses. It is likely that greater protection available from naturally occurring social support systems such as extended kinship networks and intact marriages characteristic of developing countries, may serve as a bastion to protect ill individuals from the consistent stresses of adjusting to a debilitating illness. Jaco (1959) hypothesized that a strongly rooted orientation of familism provides a closely meshed psychosocial support network that protects its members against the development of, or destruction from, psychotic disorders. Hence, a familial attitude of acceptance toward the disorder coupled with involvement and assistance toward the individual might help explain the benign outcome for some cultural groups.
Conclusion and Future Directions
This article provided a review of numerous studies and reports with an eye toward understanding cross-cultural prognostic variability observed for schizophrenia. The literature provides evidence that, compared to ill individuals in industrialized societies, individuals with schizophrenia in developing countries have a more favorable clinical course. My thesis is that in developing countries a social ambience that externalizes causation, stresses mutual family interdependence rather than independence, and allows for realistic expectancies regarding ill individuals' performance may result in more supportive and healthful family relationships, and consequently, better illness prognosis for relatives suffering from schizophrenia in developing societies.
Several implications for treatment emerge from this review. Given that family involvement seems to play a curative role for schizophrenia in developing cultures, collaborating with family members and enlisting them into the treatment process may enhance Western psychosocial treatments for schizophrenia. Intervention programs specifically geared toward fortifying family members' perceptions of group spirit, unity, and cohesion may be one effective means of buffering the effects of schizophrenia in the industrialized West. In addition, the findings relating relatives' controllability attributions to their emotional reactions toward mental illness suggest that psychoeducational programs aimed at reframing beliefs regarding the causes and controllability of schizophrenia toward external factors (e.g., biology, environmental stress) may be beneficial in reducing critical and hostile emotions known to have a deleterious effect on individuals suffering from schizophrenia.
It is important to address one final point: A few researchers (i.e., Edgerton & Cohen, 1994; S. Sue, D. W. Sue, L. Sue, & Takeuchi, 1995) have suggested that what appears to be better mental health in developing countries may actually be an artifact of other factors. Edgerton and Cohen, for example, pointed out that limited resources and inaccessible psychiatric facilities may lead to reduced public awareness of the extent of psychiatric problems in developing societies. Similarly, S. Sue et al. suggested that the widespread notion of Asian Americans as an emotionally well-adjusted group may not reflect reality. S. Sue et al. suggested that attempts to determine the exact prevalence rates of mental disorders may have been hindered by "noncultural" characteristics of Asian Americans, such as relatively small sample size, heterogeneity, and rapid changes in demographics. To date, much of the research regarding the effect of culture on psychopathology has been anecdotal and qualitative in nature. This research is useful for generating hypotheses. However, before we can replace the guesswork with substantive information regarding the role that culture plays in mental illness prognosis, empirical and epidemiological studies are needed that operationalize and directly assess specific sociocultural variables hypothesized to influence the course of mental illness. Economic and other practical issues that may minimize awareness of psychiatric problems in some cultures must also be carefully examined.
